We report on two women who underwent myocardial revascularization associated with antiphospholipid syndrome (APS) with different pathogenic patterns. The first woman presented with acute myocardial infarction, and preoperative angiograms demonstrated rapidly progressing coronary lesions, presumptive unstable plaque, and dissection. Operative findings, however, showed fresh thrombi in the coronary arteries, and she was diagnosed postoperatively as having APS. Her one-year angiogram demonstrated improved coronary lesions and a competitive flow pattern in the grafts. The second woman presented with unstable angina and had been treated for systemic lupus erythematosus and secondary APS for more than 14 years. She underwent myocardial revascularization due to accelerated coronary atherosclerosis. Her one-year angiogram demonstrated patent grafts.
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CASE REPORT

1) Case 1
A 48-year-old previously healthy woman visited our emergency department due to intractable substernal chest pain.
Laboratory tests showed elevated serum cardiac enzymes, which indicated non-ST elevation myocardial infarction (creatine kinase-MB=14.8 ng/mL, Troponin I=3.44 ng/mL). to the LAD coronary artery (Fig. 1D ).
2) Case 2
A 36-year-old woman with a 6-month history of chest pain visited our hospital due to chest pain of increasing frequency. Primary APS means that APS occurs in the absence of other systemic autoimmune disorders. Otherwise, secondary APS is associated with an autoimmune disorder such as SLE [3] .
Coronary events have been reported to occur in approximately 5% of APS patients, particularly those under age 45 [4] . They are usually associated with accelerated atherosclerosis resulting from long-term steroid therapy, dyslipidemia, and hypertension [5, 6] . In addition, the presence of antiphospholipid antibody is regarded as an independent risk factor for premature atherosclerosis [4, 5] . Coronary events tend to occur secondary to other thrombotic events [7] . In Case 1, the patient previously had neither risk factors of coronary artery disease nor clinical signs of APS. Diffuse coronary thrombosis imitating atherosclerotic coronary artery disease allowed us to perform myocardial revascularization, like to a previous report of a patient with APS and coronary atherosclerosis [8] . We diagnosed the case 1 patient with APS postoperatively from the intraoperative finding of diffuse coronary artery thrombosis and positive lupus anticoagulant activity. 
